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TRADITIONAL PUBLIC HEALTH
Public health can be defined as the process of mobi-
lizing local, state, national, and international resources
to solve major health problems affecting communities. It
can also be understood as the health status of a popula-
tion, the extent to which they are free from disease and
premature death. Alternatively, it can be seen as a philos-
ophy of interventions aimed at protecting and promoting
the health of the population [Baggot, 2000].
Efforts to promote health and prevent disease were
undertaken by the earliest civilizations. Perceived impor-
tance of public health has varied over time and between
varied societies. Different models of public health existed
before the 20th century, and some had more influence in
certain periods than others.
The context
The situation in tropical Africa is one of despair: pro-
longed efforts to contain it with massive inputs in re-
sources, meetings, and discussions that have resulted
in little change. The wind of change of the 1960s that
succeeded in ending colonialism did not deliver the
much-hoped-for irreversible process of development.
The present age is one of disillusion. Development has
broken down, its theory is in crisis, and its ideology is the
subject of doubt.
Unacceptable disparity in the face of massive devel-
opment. Globally, there have been more advances in
health, science, and technology in the last 50 years than
in 500 years before the 20th century [World Health Or-
ganization, 2002]. Public health interventions and so-
cioeconomic development reduced mortality and raised
life expectancy. Health and medical infrastructure have
expanded and education improved. Incomes and oppor-
tunities have improved, particularly for women. Unfortu-
nately, these gains have by no means been universal. The
health gaps within and between countries have widened
[Von-Scirnding, 2002], perhaps because of inequality in
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the absorption of new technology [such as new medicines
for new problems as well as management of end-stage
renal disease (ESRD)] and unequal distribution of new
and reemerging health problems. Disparity has widened,
with one third of the global population wallowing in abso-
lute poverty [Taylor and Taylor 2002]. We still lose more
than 11 million children to preventable diseases. Those
favored by these trends have been insulated from reality
as they make decisions, whereas others bear the conse-
quences.
Inequalities in health range from social class, geo-
graphic isolation, gender, and ethnic origin. Widening in-
come differentials has reflected widening differences in
mortality rates between the social classes [Naido J, and
Wills J, 2000; Gwatkin et al 2000]. In regard to gender,
women live on average 6 years longer than men, and yet
women record higher levels of morbidity in both acute
and chronic illnesses.
Poverty. Africa experiences more than the fair share
of the burden of poverty, disease, and death with appalling
disparities within and between countries, complicated by
the attenuation of the human resource capital through
death, disease, civil wars, brain drain, as well as inappro-
priate training programs. Africa continues to suffer un-
der the yoke of the unjust world order: unbalanced global
trade, imposed reforms, and the relentless debt burden,
driven by insensitive, corrupt, and undemocratic lead-
ers, insulated by looted wealth, and supported by their
external friends against their own citizens. Poverty com-
pounds powerlessness and increases ill health as ill health
increases poverty (a vicious cycle), making reform efforts
that emphasize privatization impossible to implement on
a large, sustainable scale. Poverty limits access to services
while increasing vulnerability. This situation perpetuates
the entrapment of 70% of households in the vicious cycle
of poverty and ill health [WHO, 2002].
Africa is also faced with an unjust world order in the
form of unbalanced global trade, imposed reforms, re-
structuring and adjustment, and a huge debt burden. The
health of Africans is probably one of the greatest chal-
lenges to the economic development of the continent
and its peoples. Except for a few countries, the figure on
proportion of the population with access to basic social
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services has been declining, driven by population tran-
sition, manmade and/or natural disasters, degradation
of the environment, famine, overuse of agrochemicals,
and squandering of resources, leading to chronic con-
flicts. Africa has remained a dumping ground (sometimes
guised as “donations”), worsened by corruption and loot-
ing by leaders. Thus, 1.2 billion are without adequate shel-
ter, lack access to safe water and sanitation, and cannot
meet public health needs.
Among other factors, ill health and poverty have un-
dermined this ability and perpetuated underdevelopment
in Africa. This situation is exploited by the rich, who are
gaining from the situation and therefore have no motiva-
tion to work toward substantial sustainable change. The
situation is aggravated by weak systems of governance,
the decline of systems of social contract, accountability,
and transparency on the one hand, and ecologic stress,
rapid demographic change, and competition for resources
on the other. These factors have combined with conflict,
unemployment, and lack of productive skills to intensify
poverty, which has also created vicious cycles of conflict,
poor health, deprivation, and underdevelopment.
Debt remains a major issue frustrating the economy of
many African countries. It is estimated that between 1990
and 2001, external debt (as percentage of income) rose
to 100.3% from 88.1% in the poorest countries. Many of
them used an average of 3% of gross domestic product
to service debts. The current median per capita health
budget in Africa is US $6 per annum, which is inade-
quate compared with a World Health Organization rec-
ommended estimate of US $60 per capita requirement for
good basic health care, representing significant resource
gaps for health. This figure has dropped from a median
of US $12 in the 1970s. Only 5 countries in sub-Saharan
Africa, South Africa, Botswana, Namibia, Seychelles, and
Mauritius, spend the recommended US $60 or more per
capita on health [Sanders et al 2002]. They show that pub-
lic expenditure on health has actually decreased in low in-
come countries, possibly as part of pressure from lending
institutions.
Despite the positive note of the Abuja Declaration by
heads of state in 2001, the low income levels of many
African countries mean that even substantial rises in
proportions of budgets allocated to health may not re-
sult in significant changes. Development assistance to
low income countries in sub-Saharan Africa needs to
reflect on other economic policies from their industri-
alized base that may negatively impact on the achieve-
ment of health objectives. All these reflect the challenges
of economic feasibility of effective public health ac-
tions, the political realities, and choices that governments
face.
Health systems and access to essential care. Access to
essential health care remains a common problem in the
region. The few available facilities are poorly supplied
with essential drugs and too expensive for the people
given their poor economic status. In many countries, the
bulk of care is born by households, traditional systems,
and faith organizations.
Many countries in the region are undergoing civil and
public service reforms as well as health sector reforms.
Most of these involve restructuring of the sector and cre-
ation of new systems, procedures, and functions that are
expected to promote efficiency and responsiveness. The
fear is that some reforms may be externally driven and
thus cannot be sustained when national capacity and ac-
ceptance are not adequately secured, but are rather en-
forced by the need to meet donor-funding conditionals
such as limited implementation time frames. Involvement
in countries’ reform processes may not reflect the right
spectrum of stakeholders and players necessary to cre-
ate true national debate and consensus. Problems ex-
ist with the capacity of the stakeholder organizations
themselves to communicate effectively with their internal
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constituents on the reform’s processes and obtain their
consensus on decisions made. The roles of the private
and informal sectors in public health need to be clarified
and enhanced.
Lessons from countries that have implemented reforms
such as Uganda, Cameroon, Zambia, and Ghana high-
light the facts that reforms are inherently political and
may not be sustained without a strong political will and
legal framework [Boessert 2000]. Other factors men-
tioned concern the resource intensiveness of sustaining
a reform process, the managerial systems and capacity
needed, the need for good data and information as a
basis for actions, and pacing the reforms process and
progress within each country’s absorptive capacity. Even
more important is the preparation to manage and miti-
gate the inevitable tensions that arise. Managing the re-
form process and setting out clear policy intentions and
objectives are critical in avoiding the processes becoming
forums for negotiating individual interests of stakehold-
ers. Decentralization and other public service reforms,
if poorly conceptualized and managed, can have nega-
tive results that then may become a constraint to further
change.
The human resource realities. The attenuation of hu-
man capital base due to decimation or diversion of pro-
ductive labor force by human immunodeficiency virus
(HIV)/acquired immune deficiency syndrome (AIDS)
and conflicts is a reality in Africa. Paradoxically, this
occurs against the backdrop of a growing, dependent
population to feed and care for. In addition, there is
massive brain drain from the areas where the prob-
lem is more intense, to better-endowed areas, both in-
ternally and externally, as personnel are attracted from
public service to either greener pastures or more fulfill-
ing job situations. Inappropriate and unplanned tooling
of the human resource is widespread, as traditional ter-
tiary is moving quickly toward training for cash. This
may divert the focus from their vision and mission as
institutions struggle to train for survival. Part of the
problem is a shortage of the right people in the right
place with the right skills, particularly communication
and relationship. A recent study showed that consumers
are more concerned about communication, relationship,
attitude, and efficiency more than qualification [Juma,
2003].
Africa has experienced deterioration in basic human
development indicators. The situation has declined dras-
tically since the 1980s. Labor force participation is go-
ing down with a growing population to feed, aggravated
by decimation and/or diversion of productive force by
HIV/AIDS and conflicts. There is a rising number of
school dropouts, and many countries are experiencing
both internal and external brain drain in the search for
“greener pastures,” usually to temporary nongovernmen-
tal structures and projects that contribute little to overall
development of a country. There is also inappropriate
tooling of human resource.
HIV/AIDS pandemic. HIV/AIDS is a major burden
to sub-Saharan Africa. This region houses about 70% of
the global burden and 95% of orphans from HIV/AIDS
[UNAIDS, 200]. The HIV/AIDS epidemic has swamped
health services in sub-Saharan Africa with patients and
has begun to push existing health conditions, such as
malaria, into lowered priority status, while increasing de-
mand for a wider range of services and skills than the
health sectors had to offer before. HIV/AIDS represents
a huge expansion in the need for specialized treatment
with relatively sophisticated laboratory support. Because
of HIV/AIDS, a large portion of health care has shifted
from curative/preventive care to a more palliative regi-
men, demanding new skills as well as systems. The context
demands an integrated approach to maximize the use of
available resources at facility, community, or household
levels. The lack of the required new skills frustrates pa-
tients, staff, and caregivers and reduces the quality of care
delivered.
More serious is its effect on the economies of sub-
Saharan African countries from losing its economically
active age groups to AIDS. Recent treatment initiatives
are going to be a major strategy to check this effect on
countries. The human resources in health are an indis-
pensable part of reaching objectives such as treating 3
million people by 2005 [WHO 2003].
Research, data, and information systems. A major is-
sue facing Africa is its inability to appropriately quan-
tify and analyze the situation it faces with credible data.
Few research and technical institutions exist in countries
or as regional organizations that keep and monitor the
performance of the health system and the health status
of citizens. This undermines the ability for credible de-
cision making. Establishing good information systems is
essential and requires significant cross-national, techni-
cal capacity and expertise. Information systems require
a mix of manual peripheral systems blending with more
sophisticated, computerized systems at the district level
and beyond, linked to the entire health information sys-
tem. Information systems also require countries to coop-
erate with each other and share resources and technical
experiences.
International cooperation and support to health and
development. Significant external support is required
from international development agencies, in terms of
technical assistance, as well as advocacy and political sup-
port in a macroeconomic environment that may be in-
imical to health development. Perhaps most critical and
essential is the need for support to develop local expe-
riences that could be shared between countries. The in-
ternational community of partners may also influence the
policies that may not work in favor of health development
in Africa.
S-52 Kaseje et al: Public Health in Africa
Public health gains
In the period after the colonial period, countries in
sub-Saharan Africa rapidly expanded health services and
access to wider segments of their populations, and there
was rapid improvement in health indicators. The period
after the Alma-Ata Declaration particularly raised hopes
of a health-driven development and empowerment of
poor populations [UNICEF, WHO 1978]. Major com-
municable diseases were brought under control through
public health measures, and more effort is now directed
toward chronic diseases control, mental health, safe en-
vironment, reduction of accidents and violence, and pro-
motion of healthy lifestyles. The effectiveness of such
efforts and the realization of the cost effectiveness of pre-
ventive strategies for promoting and maintaining health
have brought renewed attentions to public health.
The Declaration of Alma-Ata [UNICEF/WHO 1978]
ushered in a new emphasis to public health, highlighting
the importance of ensuring access to essential health care
by all citizens as a basic right that permitted increased
allocation of resources to health. It was noted that this
could be possible only if health was seen as an essen-
tial part of overall social and economic development and
engaged in by all sectors, in addition to health, better
integration of public health actors, the encouragement
of community participation in decisions, and action for
health. The movement strengthened the recognition of
health-development interplay. It led to significant expan-
sion in its network of health centers and primary care
services, expanding the infrastructure needed. Africa is
one continent with a significant bias toward using pri-
mary care workers compared with other continents and
developing countries. This has had a significant contribu-
tion to increased coverage by an essential care package,
leading to better control of infectious diseases by afford-
able public health interventions and reduced maternal
and childhood mortality and morbidity. Therefore, there
has been significant improvement in life expectancy be-
tween the 1960s and 1990s, from 45 to 65 years of age,
respectively [Von Schirnding, 2002].
Public health losses and challenges
However, the successes of the last 2 decades have by no
means been universal and have shown a decline in health
status in the sub-Saharan region, due to economic decline
occasioned by reduced prices of the primary products that
Africa relies on for international trade and the high debt
burden that continues to rise. Bond and Dor, in a recent
article, argue that the era of structural adjustment and
free-market approaches to health care have resulted in
reduced public sector involvement in health, including
the loss of health workers through retrenchment and re-
cruitment embargoes that may have deprived poorer and
rural communities of access to health services.
Success stories have been patchy, covering small pop-
ulations and unable to change health indicators at the
district, much less, national levels. For this reason, the sit-
uation among the poor has continued to deteriorate, with
millions still dying of preventable conditions. Indeed, life
expectancy is estimated to have declined in many coun-
tries between 1970 and 1999. The health system is neither
robust nor flexible enough to respond to emerging sce-
narios that lead to reversal of gains. Significant increases
in population have not been matched with increases in
health care resources. In addition, health services have
been challenged with resurgence of old communicable
diseases such as tuberculosis and the recent onslaught of
HIV/AIDS. The development of drug resistance compli-
cates the already unbearable situation.
Immunization coverage for the region averages 62% of
children fully immunized by the second year of life com-
pared with the recommended target of more than 80%.
The infant mortality rate remains unacceptably high in
many African countries, estimated to be over 100 per 1000
live births. The highest causes of morbidity are malaria,
respiratory tract infections, diarrhea, intestinal worms,
HIV/AIDS, anemia, and malnutrition. The main cause of
malnutrition is low caloric intake due to seasonal shortage
of food, which results from low agricultural production
compounded by poor dietary practices.
In addition, there is a rapid increase in lifestyle-related
noncommunicable diseases such as hypertension and di-
abetes, making ESRD a health problem that cannot be
ignored. Also, there are persisting conceptual distortions
in public health practice, where people are viewed as vul-
nerable, powerless, sick, and at risk, rather than as part-
ners for joint action in health improvement action.
The problem is conceived as renal disease, hyperten-
sion, diabetes, malnutrition, poor sanitation, rather than
as poverty, inequity, lack of awareness, and marginaliza-
tion. The main care package is conceived as drugs, vac-
cination, latrine, health talk, rather than income, food
security, equity in access to services, and empowerment—
the needed social transformation that would bring about
meaningful change.
Health professionals are mainly shaped to give, pre-
scribe, inject, educate, help, save, ask, rather than to fa-
cilitate, mobilize, dialogue, and partner with people for
change. Their capacity and the capacity of people are
conceived as limited to knowledge and skills, rather than
resources, control, and responsibility. This approach to
public health is obviously inadequate for the African
context.
RENEWED PUBLIC HEALTH
Concepts, principles, and approaches
Whereas the old era (before the 20th century) fo-
cused on promotion of general improvements in the social
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condition, the second was more concerned with specific
preventive and curative health services. The revival of
public health (the new public health) occurred as a re-
sult of debate about the role of medicine and future costs
of health, high-profile failures in public health, changes
in the public perception of health risks, policy initia-
tives at international and local levels, and lobbying by
pressure groups. This has resulted in the reorganization
of public health, with international and national gov-
ernments taking more responsibilities in the health of
people, with resultant development of international and
local health strategies. New technologies have emerged
and have been adopted globally in addressing public
health issues [Baggot 2000]. The Declaration of Alma-
Atta toward the end of the 20th century ushered in a
new perspective that saw public health as the ability of
households, communities, and states to take care of their
own health, meeting daily needs and challenges, and not
depending solely on the public system to deliver health
through technology.
In this approach, seen to be more appropriate for the
poor African countries, a variety of actors and stakehold-
ers have to be incorporated. This process must involve a
fundamental rethinking of how health systems are orga-
nized and run, and an understanding of whether the old
paradigms for organizing and delivering health services
remain appropriate and, if they do, what particular as-
pects are best served by which type of service system.
Significant in the current context is the end of the cold
war, which has seen a global trend toward the application
of market principles to the health sector. This has had a
major effect on the way services are organized and deliv-
ered. Discussions need to clarify the roles of the public,
private, the nonpublic formal, the informal (community-
and household-based), and the nonformal (indigenous)
sectors, emphasizing where each has practical advantage
and giving the persistent gross underfunding of the health
sector.
The basic sciences of public health were epidemiol-
ogy and biostatistics, but the effective use of these de-
pends on the knowledge and strategies derived from bi-
ologic, physical, behavioral, demographic, and economic
sciences. Borrowing from various disciplines has led to
the great expansion of the scope of public health that
must continue to embrace all issues that affect social de-
terminants of health status, such as human rights, ethics,
spirituality, and health, to mention but a few. The increas-
ing multidisciplinarity in health implies increasing range
of stakeholders and service providers, which sets the stage
for a renewed public health revolution. In addition, re-
newed public health must promote justice in health and
development, addressing marginalizing factors such as
gender, ethnicity, and economic differentials that deny
the majority in Africa the enjoyment of their basic rights.
It must also fight political, economic, social, cultural, tech-
nical, and professional battles to overcome obstacles to
health care in solidarity with poor and disadvantaged
populations.
Renewed public health for Africa must be comprehen-
sive enough to embrace all dimensions that are critical to
health, and thus promote access to preventive, promo-
tive, curative, palliative, and rehabilitative services for
all. Most of these aspects have been identified before,
but there has not been adequate seriousness in redefin-
ing the public health parameters and service package, in-
cluding delivery and regulatory guidelines, which would
ensure a measure of quality for all. Given the diversity
of problems, partners, and processes, key factors are the
facilitation and coordination of interactions and collab-
orative actions to achieve convergence of commitment,
expertise, and resources. Yet the current health sector
reforms would appear to have concentrated on the for-
mal sector that is gradually less used as systems collapse,
poverty deepens, and costs continue to soar, along with
increasing sophistication in the formal health sector.
The renewed public health approach must address cur-
rent challenges such as the HIV/AIDS pandemic and
its impact on all aspects of society and health services
and the economic and debt crises, including the macroe-
conomic challenges facing the majority of sub-Saharan
African countries. This demands cooperation with pos-
itive synergies of people seeking to develop a new out-
look, an approach that is better attuned to such issues
that are unique to the African continent, with enhanced
responsiveness to the needs and capacities of the people.
Promoting change, based on lifelong learning approaches
that incorporate formal, nonformal, and informal, will
avail self-improvement opportunities for all. This ap-
proach demands the development of a strong and deter-
mined leadership to spearhead what is necessary in the
health system in particular, but also society at large.
Renewed public health must be based on the fact that
disease, health, and development strategies need to be
based on the people’s own beliefs, knowledge, customs,
experiences, practices, systems, and structures that give
meaning to various interventions and mitigate disconti-
nuity between people’s perceptions and intervention pro-
grams. Therefore, facing the challenges of poverty and
ill health effectively can be strengthened through part-
nerships among multiple stakeholders at all levels. This,
however, depends on a deeper knowledge of specific in-
novations, experiences, and contributions that each sys-
tem could incorporate to make a joint concerted effort.
Apart from popularizing new information communi-
cation technology–based methods of learning on health,
environment, employment generation, and conflict man-
agement, renewed public health must promote the part-
nership approach to behavior change by ensuring that
professionals also learn nonformally from communities,
in order for them to become more relevant; learning that
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facilitates acquisition of new skills and practice at all lev-
els, for all partners, where every partner is teaching and
learning at the same time. A public health approach that
puts emphasis on learning as a continuous process, mak-
ing health education not only capture the spirit of the
objectives of traditional education methods in Africa but
also add value to it by emphasizing the element of non-
formal learning by communities from the health profes-
sionals, is needed.
The approach challenges public health professionals to
link up with and learn from communities and, while learn-
ing, transfer knowledge to these communities, thereby
stimulating a “teach as you learn” situation through which
lifelong learning becomes a catalytic factor in commu-
nity development, which leads to a change in people’s
situations based on a broader understanding of health
issues within a given social context. The approach has
to ensure that health professionals test their theoreti-
cal frameworks on real life experiences of the communi-
ties and engage in dialogue about the opportunities and
limitations of various alternatives for health improve-
ment. This orientation is designed to transform public
health professionals from being top-down managers to
joint problem solvers with people and, with a deeper ap-
preciation of the role and capacity of people, to enhance
their control over their situations and to bring about the
needed transformation toward a better future, responsive
to the ever-changing context as it unfolds.
A major expectation of renewed public health is the
identification and definition of existing people’s modal-
ities, mechanisms, capacities, and systems for action in
normal times as well as in crises in order to build models
to complement the public sector in their action, based on
the principle of recognizing indigenous efforts, and also
enable them to take greater control of their situation.
Enhancement of people’s capacity for action and self-
motivation for behavior change should be realized by:
designing, initiating, and managing partnerships, bring-
ing the interested stakeholders together to share experi-
ences, best practices, tools, and innovations that appear to
be effective, focusing at the district, subdistrict, and com-
munity levels, monitoring and evaluating every effort to
record lessons learned and to develop new strategies and
approaches, and making use of diversity of approaches as
an asset. Thus, renewed public health must be specialized
in people-based health care to address current and future
contexts, enhancing the ability of households, communi-
ties, and countries to take care of their own health needs
and challenges.
Renewed public health must bring health professionals
together with people in communities, focusing on keep-
ing people healthy, maintaining their dignity and control,
and increasing their trust in the health care system. This
can be achieved by reorienting academic institutions to
be concerned with action research to develop, test, and
refine new public health models for replication in the con-
text of instruction and service provision, and developing
partnership structures that ensure responsiveness to the
needs of each of the key partners guarded by a signed
agreement on key issues of concern, learning, and ser-
vice packages based on comprehensive multidisciplinary
care to defined populations.
Strategic actions
Despite the failure to meet the global targets set for
the year 2000, primary health care (PHC) philosophy
that emphasized the need to shift health care focus away
from providers to consumers in community-based set-
tings is highly compatible with renewed public health
strategies. Professional services and the settings included
within the ambit of PHC are recognized as being crucial
to the achievement of renewed public health objectives.
Models built around PHC philosophy have emerged to
effectively address people’s health holistically in various
communities such as The Tropical Institute of Commu-
nity Health partnership model by Kaseje 2003 and the
Self-Evaluation for Effective Decision-making + System
for Communities to Adapt Learning and Expand model
by Taylor and Taylor 2002, which emphasize community-
based action in addressing health issues, with the recog-
nition and involvement of all partners.
The partnership strategy described by Kaseje et al
[2003] enhances participatory decision making that rec-
ognizes the roles of all partners, ensuring that they feel in
charge and therefore, responsible. They define partner-
ship as the coming together of individuals, institutions,
or groups of individuals and institutions for joint invest-
ment toward meeting the goals of all partners involved,
based on the strengths, capacities, resources, and experi-
ences that each one brings into the partnership. The strat-
egy stresses the need to have all stakeholders included
in all steps in the process of program development and
management as joint problem solvers and learners, en-
gaging in the context of daily life to achieve their own
preferred future and, in their case, backed by partici-
patory monitoring and evaluation and spearheaded by
a tertiary learning institution. Those targeted for learn-
ing include students, managers, service providers, and
community-based resource people, charting a new role
for academic institutions. The strategy seeks to contribute
to the development of the African civil society through
the development of socially accountable models of ter-
tiary education, research, community service, and devel-
opment, designed to change the style of leadership and
management in Africa.
Renewed public health actions should be based on sci-
entifically derived information about factors influencing
health and diseases; in other words, viewing health as a
fundamental human right that must be accessed by all
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citizens. In this way, renewed public health must address
issues of social exclusion and enhance people’s lives and
the freedoms they can enjoy, including freedom from
hunger, disease, poverty, and ignorance. The strategy de-
mands leadership that is multiskilled, able to handle po-
litical, economic, cultural, social, and spiritual issues, and
prepared to organize and motivate a multidisciplinary
team across cultures and their cultural methods, ensur-
ing a holistic approach to health and development. Given
the diversity in medical practices across cultures, renewed
public health must explicitly recognize the different mod-
els and resources of care to facilitate an elaboration of
mechanisms to include them within the health system, so
that they can be regulated and standardized by appropri-
ate practitioners and experts to ensure quality. Renewed
public health must also pursue complete restoration to
wholeness through ethical practice and greater commit-
ment to (redistributive) equity, social and political trust,
and stability, advocating for greater accountability.
A rapid review of the economic changes that happened
in East Asia [Bloom et al 2004] suggests that improve-
ment resulted from the growth of physical, human, and
social capital arising from improvements in health, with
average life expectancy increasing from 30 years in 1960
to 67 years in 1990. Africa needs similar achievements in
health to drive its development. Renewed public health
must promote investment in human capital to expand
people’s capabilities and access to opportunities in the
social, economic, and political arenas [Kenya Human
Development Report, 2001], leading to improved qual-
ity of life by achieving the essential elements of digni-
fied living [Kaseje and Oyaya 2002]. Studies have shown
that investment in health reduces deaths, lowers popula-
tion growth, and provides 6-fold economic return [WHO
2001]. It must promote investing in social capital to ensure
complete well-being. A sense of identity and belonging
to a group with shared values is important for health and
well-being beyond economic gain [UNDP, 2004, Kawachi
2001], as well as for promoting the ability of people to live
and to be what they wish to be and keeping systems open
to global flows of capital, goods, and people. Investing
in economic capital to ensure increased productivity and
savings will result in reduced differentials (social status,
capacity, exposure, outcome, and consequences) that im-
pact directly on health status. Dealing with the politics
of trade imbalance will ensure fairer, accountable global
and national systems.
Minimizing artificiality in action but building into on-
going initiatives is necessary. Flexibility in application of
principles is important to permit adaptation of methods
to local contexts (addressing public policy) and market
forces that can produce powerful incentives for change.
Co-option of community values into institutional priori-
ties is hard but must receive adequate resources, partic-
ularly boundary/transitional/entrepreneurial leadership,
based on a process of organized dialogue.
Steps in this organized dialogue involve: Step 1—
Listening and learning about the people’s priority con-
cerns and gaps and how they affect them; that is, what
are the concerns and current alternatives? Step 2—
Listening and learning about their current practices to
solve/cope with the problems, gaps, and so forth; that is,
why the current situation/current action/behavior? Step
3—Listening and learning about their preferred future
situation and suggested actions to achieve it; that is, how
can the preferred future be achieved? Step 4—With them,
selecting together the most effective, feasible, and appro-
priate options, based on existing capacity and opportu-
nities; and summarizing the agreement and reflecting on
possible results if implemented (This provides a basis for
commitment as well as monitoring and evaluation). Step
5—Planning action, including monitoring and evaluation;
that is, when do we take action and who is responsible?
Step 6—Following-up, assessing implementation of the
joint action plan, based on information (note modifica-
tions, compliance, or rejection) and feedback, celebrating
results, and replanning, making necessary adjustments.
Reforming and reorganizing health systems. Because
Africa consists of a wide variety of countries and health
system types and the crisis impacts differently on differ-
ent countries, it is clear that no specific prescription can
suffice for all countries. However, there are indications
as to the underlying process needed to create an environ-
ment that enhances good stewardship of services. There
are also many positive examples of innovations around
sub-Saharan Africa that may lay the foundation for com-
prehensive and consistent responses to the design and
implementation of renewed public health.
A critical aspect of strengthening health systems lies
with improved governance. This does not only require
capacity-building for the “governors” but also for the
client organizations that must insist on certain results
from management. However, the way health systems and
services are structured and linked can either result in
excess bureaucracy or interferences from governments.
Creating new efficiencies can result from new organiza-
tional structures and processes, as presented by Bossert
et al [2000].
Sohani et al [2003] demonstrated that democratically
elected governing structures markedly improve the qual-
ity and sustainability of health and development ini-
tiatives. This is particularly so when they have full
control of the income generated by themselves. The
empowerment elements include internal resources, en-
hanced ability through training, decisional/distributional
authority/control, and responsibility for action, which
enhance capacity for partnership engagement. Bottom-
up planning approved and implemented by governing
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structures at appropriate levels according to resources
available/controlled. The process permits ownership and
implementation of activities at household and village lev-
els based on their own capacity (internal resources and
the ability to ensure decisional and distributional author-
ity/control and responsibility/initiative).
Cost-sharing controlled by democratically elected
boards/committees at each active level (health care, dis-
pensary, community) increases an effective resource gen-
eration system and works best when control is in the
hands of a local board. The PIME process functions
well when they have relevant and timely information to
inform decision-making and ensure accountability. The
more public and transparent the information system, the
more effective it is. The system needs guidelines, sug-
gested core indicators, and generic tools that can be
adapted to local plans and situations.
A part of health sector reform is the increase in roles
for private sector participation in health. In Africa, state
health services have generally had good alliances with
faith-based service providers and nongovernmental or-
ganizations. In some countries, governments have subsi-
dized the cost of care by faith-based providers, whereas
others see them as additional avenues for mobilizing
foreign resources. However, experiences with increas-
ing private sector roles have reinforced a need for well-
organized government role in contracting, monitoring,
and regulating private ventures in health. These systems
have shown that good performance of health systems can
result from integration and involvement of communities,
particularly in governing boards and making health work-
ers and managers feel more responsible to the communi-
ties they serve.
Community-based health care. The emphasis on com-
munity-based primary health care must continue as a
key element of renewed public health. The large scale
approach to using volunteers in communities could
be strengthened, learning from isolated sites (Kenya,
Tanzania, Ghana, and Swaziland) and scaling up to
district-wide programs [Simba, Baily, and Erasmus 2003].
The changing dynamics of health service provision and
the need to strengthen access bring up the issue of com-
munity health workers (CHWs) in Africa to the fore-
front. CHWs are encouraged as volunteers chosen from
within their community and are trained to tackle basic ail-
ments and assist regular health worker activities in their
communities. Many nongovernmental organizations and
faith-based private services have used CHWs.
The efficacy of CHWs has been shown by many work-
ers. In Zaire, CHWs were shown to be effectual in admin-
istering timely and effective treatment of presumptive
malaria attacks [Delacolette et al, 1996]. Similar results
were obtained by Care Kenya, when CHWs reduced the
rates of infant and child deaths by 30% by administer-
ing treatment to children under the age of 5 years with
malaria, pneumonia, and diarrhea [Olewe, et al 2003].
Because CHWs were also local farmers, they were, in
principle, always accessible to villagers, who had been
motivated through health education to consult the CHW.
The CHWs performed their services under the supervi-
sion of assigned nurses. They received only a symbolic
monetary award, as well as standing in the community.
Nevertheless, no CHW dropped out of the program.
Other studies have shown the effectiveness of house-
holds in treating malaria [Kidane and Morrow 2000].
Alternative practitioners. Africa has long-standing tra-
ditions of healing that are integral to the culture of its
people. These have been ignored by health systems that
evolved from the colonial era. However, evidence re-
mains that traditional practitioners remain a major source
of service for the population that even cut across both ur-
ban and rural populations [Oule, 2003]. Expanding their
utility and integration into the health system expands ac-
cess and relieves conventional western practitioners to
concentrate on the areas in which they do best. Chatora
[2003] has shown that availability of traditional practi-
tioners generally far outstrips that of doctors in most parts
of Africa. Integrating these resources into the health sys-
tem will improve and regulate traditional practices for
the benefit of clients [Kasilo, 2003].
Kyeyune et al [2003] have shown, from studies in
Uganda, significant increases in HIV information and
testing in communities, where traditional practitioners
have been trained to carry out these activities as part
of their practice. Mali has set up systems for advancing
collaboration between traditional and conventional prac-
titioners, starting with an evaluation with a set of crite-
ria, and leading to official recognition. Engagement with
this widespread human resource and further enhancing
its utility to the populace through training, inclusion in
health services, regulation, and enhanced practice would
be essential steps, and the evidence exists that this can be
done.
Training of health workers for renewed public health.
Government health policy makers need to have the ca-
pacity to manage new private sector initiatives in health.
Thus, new skills are required in ministries of health in
terms of assessing and monitoring, setting up quality as-
surance systems, and setting out systems to link health
sector investments to health outcomes in the population.
Hlalele and Wessels describe an innovative medical edu-
cation approach in South Africa that is a good example
of curriculum reform [Hlalele, 2003].
ADDRESSING ESRD WITHIN THE CONTEXT OF
RENEWED PUBLIC HEALH
Throughout the world, chronic disease including non-
communicable diseases, long-term mental disorders, and
persistent communicable diseases such as tuberculosis
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and HIV/AIDS present a huge challenge to health. The
World Health Organization [2001] report provides a com-
prehensive conceptual framework for the prevention and
management of long-term illnesses in poorly resourced
settings. The most fundamental issue highlighted by the
report is the pressing need to shift away from an acute,
reactive, and episodic model of care. Yach [2001] illus-
trates how chronic disease and disability are major issues
for the poor.
Focusing on prevention
The causes of ESRD, such as hypertension and dia-
betes, are preventable through improved dietary habits,
exercise, as well as early diagnosis and effective manage-
ment of these conditions. Often, the required lifestyle or
access to essential preventive or care service packages
are not possible because of poverty. The recommended
health-seeking behavior to ensure prevention, early di-
agnosis, and management of predisposing conditions is
hampered by lack of access to services: physical, eco-
nomic or social.
Providing long-term care
Holman and Lorig [2002] emphasize that health care
should facilitate an ongoing relationship between the
provider and patient and help patients to make full use of
their own and their community’s resources for health. The
focus has to be on the person in his or her own context,
not simply on the disorder. Partnership between the pa-
tient and provider is not just a resource for understanding
health problems; it is the basis for prevention and inter-
vention. Inattention to the interpersonal aspects of care
has serious, potential consequences. Patients accustomed
to inadequate care may become resentful or respond with
passive acceptance of the situation, often seeing it simply
as a further burden of poverty and social alienation. Both
responses will hamper active participation in an ongoing
program of health care.
The challenge is how we can translate these important
concepts into practice in health care, particularly in devel-
oping countries. At the heart of the challenge for policy
makers is the reality that health care systems will never
have enough resources to meet all legitimate needs. Few
providers, even in the best resourced settings, can say
comfortably that they have done everything they con-
ceivably could for all their patients. Rundall et al [2002]
bear this out by showing that even leading health care
providers in the United States find it hard to deliver re-
ally comprehensive care for people with chronic diseases.
The term resources does not simply mean money: just as
importantly, it also refers to the people who provide care
and, in turn, the people who support and manage them.
Providers who are overwhelmed by demand commonly
defend themselves; they get into a vicious cycle in which
they retreat from patients, patient demand increases, and
providers have to withdraw further. All too often we hear
criticisms such as, “If only they would attend and listen
to patients in the first place, patients would not need to
keep coming back and filling up the waiting rooms.” It is
easy to attribute such withdrawal to lack of expertise or
even moral failings, but if health care in poorly resourced
contexts is to succeed, the human need to reduce anxiety
associated with overload needs to be taken seriously, with
staff receiving the right support.
This dynamic presents important challenges to health
care teams, particularly in developing countries. Where
resources are scarce and epidemics such as tuberculosis
and HIV infection are rife, managers may see providers
only as pairs of hands. This gives those providers little
scope to view patients as actors in their own lives or to
build ongoing partnerships with them. Managers may, un-
derstandably, focus far more on the technical aspects of
controlling epidemics than on supporting or caring for
staff. The paradox is, of course, that continuing care deliv-
ered by a well-functioning team is the very basis on which
control of both epidemics and chronic disease must rest.
The people who make policies and the international or-
ganizations that support them comprise the higher tiers
of health care funding. Health policy makers, in the ar-
eas where needs are great and resources are scarce, of-
ten have progressive attitudes toward political and social
policy. But many still have an outmoded view of care for
disease and disability based on their own experiences and
see service delivery problems only as a series of isolated
technical challenges.
It is believed that good management ideas can travel
and, if suitably modified, can reproduce success in differ-
ent settings. The next phase of the process, then, needs to
be the diffusion of these concepts. We hope that a network
of interested participants will develop to share ideas and
experiences across countries and cultures, thereby pro-
viding the peer support needed to sustain change. Such
collaboration is essential to implementing ESRD pro-
grams in the typical African context.
Training personnel with the required skills mix
The nurses and doctors that would make a meaning-
ful contribution to the prevention of ESRD must reflect
primary health care approaches. A lot of the training of
health professionals has focused on clinical care rather
than preventive systems, and occurs in tertiary care facil-
ities with only minimum community-based components.
Auxiliaries trained at more peripheral facilities experi-
ence a disjoint between themselves and their supervisors.
Some recent studies have shown that the differences in
outcomes between the physicians and their substitutes
are minimal (WHO [2003]); these may be important to
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the implementation of ESRD in Africa, trained appro-
priate training approaches and contexts.
Making services available and affordable
Preventive and curative services for ESRD are ex-
tremely rare in Africa. Few national referral hospitals
have the appropriate service packages, making them es-
sentially out of reach of the majority of needy citizens.
However, a journey of 1000 miles must start with the first
step. Each country must start with what they have and
work toward what is achievable through the principle of
continuous improvement.
In most African countries, there is no universal social
insurance. Care systems are either funded by the gov-
ernment, from tax or donor funds, or based on cost re-
covery schemes. Government-financed services with no
accountability mechanisms tend to deteriorate into poor
quality of services, because users have no “voice” in
the quality of care they receive. A second and linked
factor is the weakening of support and supervisory sys-
tems coupled with logistic inadequacies due to inade-
quate funding of the health system. Skills in planning
services have not been complemented with competence
in implementation and monitoring, and this has created
a planning/implementation gap.
On the other hand, the services based on cost recovery
often exclude the people in greatest need who are sick
more often. Thus, a unique financing scheme would be
necessary if ESRD prevention services were to be made
available for all, in addition to government allocation at
all levels, including the tertiary level.
There is little doubt that preventive care is more cost
effective than curative care [Enemark and Schlemann
1999], yet resources allocated for primary care are not
inadequate, and the cost of basic care is too high for the
majority in African countries. Ways must be found to im-
prove access to specialized care, because it is inevitable
that many people will still end up with ESRD and will
require tertiary in spite of improved preventive efforts.
THE WAY FORWARD
There is a need to create and sustain momentum
for the design and implementation of renewed public
health in Africa through advocacy targeted at different
audiences and stakeholders. Essential objectives should
be how to change mindsets of key stakeholders to see
the need for change toward a more relevant and effec-
tive public health framework, and practice to enable crit-
ical investment with high yields for improving the quality
of life and economic development targeting: country, re-
gional bodies, global, development partners, faith-based
organizations, professional associations, academic and re-
search institutions, and regulatory bodies.
Reprint requests to Dan CO. Kaseje, The Tropical Institute of Com-
munity Health in Africa, P.O. Box 2224, Kisumu, Africa.
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